findings: There were 30 patients who underwent preoperative computed tomograqphy angiography (CTA) and noncontrast enhanced magnetic resonance imaging (NC-MRI) at a maximum interval of 60 days prior to endovascular aneurysm repair (EVAR). Two expert readers (vascular radiologist and vascular surgeon) reviewed CTA images and chose the proper endograft for each patient. A vascular radiologist and a resident radiologist reviewed CTA and NC-MRI examinations in a double-blind fashion. MRI sensitivity and specificity compared with CTA were 94% and 100%, respectively. CTA and NC-MRI angiographic measurements showed strong correlation, except for external iliac artery diameters. The choice of stent size was always the same between the two observers.
Tibial endovascular intervention may not be worthwhile in dialysis patients with rest painbut the alternatives are limited
Outcomes of Isolated Tibial Endovascular Interventions for Rest Pain in Patients on Dialysis
Baer-Bositis AE, Hicks TD, Haidar GM, Sideman MJ, Pounds LL, Davies MG. Ann Vasc Surg 2018;46:118-26.
Study design: Single-center retrospective review between 2006 and 2016. Key findings: A total of 829 patients (658 nonhemodialysis [non-HD], 171 HD) underwent isolated tibial intervention for rest pain (primarily balloon angioplasty, atherectomy < 20%, no stents). Technical success was 90% in the HD group with a median of two vessels treated per patient.The 30-day major adverse cardiac events and major adverse limb events (MALEs) were equivalent in both groups, but freedom from MALE at 5 years was significantly better for the non-HD group (41% 6 9%) than the HD group (21% 6 8%; P < .01). Clinical efficacy (CE: absence of recurrent symptoms, maintenance of ambulation, no major amputation) was 38% 6 9% for the non-HD group and 19% 6 8% for the HD group at 5 years (P < .01). Overall, amputation-free survival (AFS) was 45% 6 8% for the non-HD group and 18% 6 9% for the HD group at 5 years (P < .01).
Conclusion: Patients with ESRD who present with rest pain have equivalent short-term outcomes to those not on dialysis but do not achieve long-term satisfactory CE and AFS after isolated tibial intervention for rest pain
Commentary: This is a large series of 171 HD patients with rest pain who underwent endovascular intervention for isolated tibial artery disease. The long-term results of this treatment were not good, which is not surprising. What I found surprising is the unexpectedly high 90% technical success rate in the HD group,especially considering the dense calcifications found in tibial arteries in HD patients and that one-fifth (21%) of the tibial arteries were occluded and no stents were used. So, what do we do for a HD patient with rest pain who has isolated tibial artery occlusive disease? Considering the poor long-term results and the significant morbidity and mortality of tibial bypass or endarterectomy in this patient population, most vascular surgeons would not favor open arterial surgery. Therefore, although the longterm results of endovascular intervention for rest pain due to isolated tibial artery disease in HD patients are not good, the alternatives are not appealing either: recommending a major amputation at the initial visit or giving the patient increasing amounts of narcotics to deal with the pain. Only 35% of these HD patients who required isolated tibial endovascular interventions lived 5 years, so maybe endovascular treatment is best.
Balloon angioplasty as an adjunct to provide flow reduction during thrombin injection for complex femoral artery pseudoaneurysms 
